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STANDARD CERTIFICATE OF DEATH ot i o O OB

REG. DIST. NO, MPRIMMY REG. DIST. wM Registrar's No. ..‘é...g..................

"BIRTH NO. . .
1. PLACE OF sz N 2. USUAL RESIDENCE (Whefs d & lved. ) tmati id before
a. COUNTY ‘ A a. STATE m b. COUNTY R ad-nhlon!.
: ) N | o) o7 .[ 6t
b. CITY (It on , corparate lhn!l.l. writa RURAL and rive ¢, LENGTH OF ¢. CITY (If outeids corporate Hmits, write BURAL sad elve townahip)
ngr T township){ STAY (in this place) g’/ 2 7
N A-».-m U { TowN s 7 ./—-JU:S‘, N -
d. FULL NAME OF (if oot fa bo pital or lnstisution, gl .dd 1 tlon) runl, locnts
HOSPITAL OR o el‘ or [ vs slreat reew or locs .ADDRESS Z/ ém give w /
NSO [Joni Kl dp _ Iawaparnl K 2o K
3. NAME OF 8. (First b. (Middle ¢. (Last)
DECEASED (First) ¢ ! 'R J | 4 DSFE (Mm‘“’) (Day)  (Year)
( Twpe or Print) ' pﬂThch_ aHs e// DEATH /R [ S3
5, 6. COLOR OR RACE | 7. MARR]tD NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| v OeR 1 YEAR | # Unoth 5 mas,
IDOWED ;JVORCED (s»ﬁm Z last Lirthday) Mmh’ Days nnml Min.
10a. USUAL OCCUPATION (Givekind of work | 10b. KIIND OF BUSINESS OR iN- . BIRTHPLACE (8tats or foreign sountry) 12, CITIZEN OF WHAT
done during most of working kife, even 1f retired) DUSTRY J COUNTRY?

—

13

FATHER'§

IS, WAS DECEASED EVER IN'U.S. ARMED FORCES?

(Yes, 0o, or unknown) | (If yes, ive war or dates ol sarvios}

7

14. NAME OF HUSBAND OR WIFE

131:5 amen'_s MA | DEN

16. SGCIAL SECURITY
N NO.

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

- Enter only onecausoper | |, DISEASE OR CONDITION tatus Thymicolymphaticus TET PR

line for (a}, (b}, and (c) DIRECTLY LEADING TO DEATH'(a) S .

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gimu DUE TO (b)

o8 hear! foliure, asthenia, | rite io the above cause (a) sating . :

de. "It means the di. | the underlying coure last. -

ease, injury, or complica- DUE TO (o) _

tion which catized death. | 1E. OTHER SIGNIFICANT CONDITIONS - ' ¢ oot

Condilions contribuling to the death dut not
related to the disease or condition causing death.

19a. DATE OF OP_FI%?E 119b. MAJOR FINDINGS OF OPERATION ’ 20. AUTOPSY?

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (ex.. lnorabest | 2{c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE - bome, {arm, fastory. screet. office bldg. et} - :
HOMICIDE

21d. TIME {Month} {Day) (Year) (Hour) ?le, INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR?

WHILEAT[™] NOT WHILE
INJURY = | “work ATWORK

2. I hereby certify that I _attenglcd the deceased from _.__.___._nl , lo , 19, that I last saw the deceased

alive on , 19 , and thg{ death occurred al _——*~">"ya,, from the causes and on the date staled above.

Za. SIGJ‘ATUREO

&b, ADDRESS

o Bernatt, Mo, ' ST

{Degree or title)
/ W“j M,
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TYfM, REMOV, —
9% w
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0r by oo .

working under iy persona! supervision.

Eﬂlbllm/----.-au--o----o-nooo--o--
3Tgned.c.uveneareasnnes s

vt Srerteraseeres Licensed Embalmer in #q,éf\o
udent Embalmer .
P. O. Address 1 J 1M

r L
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ¢
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.
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